Perceived control and health are often closely linked in adulthood and old age. Little is known, however, about their time-ordered interplay at various phases of adult life. By applying dynamic models to four waves of data over 15.5 years from the Americans' Changing Lives Study, we examined time-ordered relations between perceived control and health in midlife and old age. Results revealed that levels of perceived control predict subsequent changes in health over time in old age (65ϩ years of age; n ϭ 1,238) but not in midlife (25-64 years of age; n ϭ 2,364). No evidence was found for predictive effects of health for changes in perceived control in either age group. These age-differential findings were corroborated with nested-model comparisons. Predictive effects of perceived control for health were attenuated to the null in models covarying for sociodemographic and psychosocial factors (physical activity, memory, emotional support, and depressive symptoms), suggesting that these variables play an important role in control-health relations. Our discussion focuses on the importance of perceived control for healthy living in old age and the differential implications of perceived control for health in midlife and old age.
Life-span research has long been interested in intraindividual changes within and structural relations between domains of functioning (Baltes & Nesselroade, 1979; Brandtstädter & Lerner, 1999; Magnusson & Cairns, 1996) . For example, rich conceptual frameworks highlight the importance of perceived control-health associations for development in midlife and old age (Krause, 2007; Lachman, 2006; Uchino, 2006) and for successful aging (Baltes & Baltes, 1990; Rowe & Kahn, 1987) . Perceived control may act as an adaptive capacity to meet the challenges and experiences associated with age, including health conditions, that are likely to become more frequent and severe (Lachman, 2006; Rodin, 1986) . Concomitantly, age-related declines in health can pose a problem for most individuals and put considerable strain on one's perceived control (Heckhausen & Schulz, 1995; Skaff, 2007) . Less is known, however, about whether these constructs show dynamic (i.e., timeordered) interrelations and what variables underlie such associations. It is theorized that control and health are closely intertwined in the aging process (Skaff, 2007) and that their relationship grows stronger with age (Rodin, 1986) . Our objective in this study was to use data from the Americans' Changing Lives (ACL) study to examine whether dynamic links between perceived control and health exist in midlife and older age and to explore the role of sociodemographic and psychosocial factors for such time-lagged associations.
Perceived control can be defined as the belief that changes in the environment are contingent on one's own actions, efforts, and choices (Fung, Abeles, & Carstensen, 1999) . From a unidirectional perspective, researchers have argued that perceived control may impact health. For example, several longitudinal studies of older adults have shown that lower self-efficacy relates to stronger declines in physical functioning (Mendes de Leon, Seeman, Baker, Richardson, & Tinetti, 1996; T. E. Seeman, Unger, McAvay, & Mendes de Leon, 1999) . This protective effect of perceived control was also seen in samples of the oldest old, where greater levels of mastery were protective of disability (Femia, Zarit, & Johansson, 1997) . Furthermore, Caplan and Schooler (2003) reported from a 20-year follow-up of adults in midlife and old age that a related construct, that of self-confidence, was protective of declines in physical functioning.
Health comprises the incidence of diseases that may undermine one's capacities for everyday living (Steinhagen-Thiessen & Borchelt, 1999) . There is empirical evidence that health is predictive of perceived control. For example, cross-sectional findings from adult life-span samples show that poor health and physical impairments relate to lower control beliefs (Lachman & Weaver, 1998; Mirowsky, 1995) . In older adults, uncontrollable chronic diseases and poor physical functioning predicted both lower levels and stronger declines in facets of control (McAvay, Seeman, & Rodin, 1996; Penninx et al., 1996) . Finally, a 10-year study by M. Seeman and Lewis (1995) revealed that decreases in health were associated with increases in powerlessness (constraints), whereas 10-year improvements in health were associated with decreases in powerlessness.
Perceived control and health can also be conceptualized as reciprocally interacting domains that both directly and indirectly influence one another (Lachman, 2006; Skaff, 2007) . For example, longitudinal data from the Midlife in the United States Study showed that perceived control predicted subsequent changes in health and was also an outcome of better health (Gerstorf, Röcke, & Lachman, in press ). Finally, to more thoroughly test whether control-health links were independent of or possibly mediated by a third variable, we included those demographic and psychosocial variables that have been suggested or empirically reported to possibly underlie such associations. A first candidate variable may be shared variances with years of education, which may partly account for sizable correlations between these constructs (Lachman & Weaver, 1998; Rodin, 1986) . Similarly, greater support from social network members-namely, family, friends, and spouse-is related to both perceived control and health (Antonucci, 2001 ). Furthermore, people who are more physically active and cognitively fitter typically feel greater control over changes in their environment and also report better health (Lachman, 2006; Mendes de Leon et al., 1996; T. E. Seeman et al., 1999) . Finally, negative emotionality may also relate to lower levels of control and poorer health (McAvay et al., 1996) .
In sum, both conceptual and empirical work suggests that crossdomain links between facets of control and health indeed exist, particularly in later phases of life. Our objective is to further explore questions about their developmental ordering and possible underlying variables. First, we applied a bivariate dual change score model (McArdle & Hamagami, 2001) to longitudinal data from the ACL study and examined dynamic links between perceived control and health in midlife and old age. On the basis of conceptual and empirical work, we hypothesized that perceived control and health showed bidirectional associations such that perceived control predicts changes in health and is an outcome of better health. Additionally, perceived control-health links may differ between midlife and old age. For example, perceived control in midlife may not directly predict changes in health but instead may operate through underlying variables, whose effects typically take longer to accumulate. In contrast, increased risks for declines in health may contribute to control-health associations being stronger and more proximal in old age. Second, we explored whether such lead-lag associations remain independent of sociodemographic and psychosocial factors. We expected that sociodemographic and psychosocial factors would partially account for associations between perceived control and health.
Method

Participants and Procedure
We conducted a secondary data analysis of the ACL study, involving a nationally representative stratified probability sample of people ages 25 years and older (House et al., 1990) . As designated by the original investigators, the ACL study included an oversampling of African Americans and those of age 60 years and older. The measures assessed cover a wide range of sociological, psychological, and physical health information. The ACL study encompassed four waves of data collected in 1986 (n ϭ 3,617), 1989 (n ϭ 2,867), 1994 (n ϭ 2,653), and 2001/2002 (n ϭ 1,787) spanning a total of 15.5 years. Participants in the baseline ACL sample were, on average, 54 years of age (SD ϭ 17.62, range ϭ 25-96) and had attained 11 years of education (SD ϭ 3.47), 63% were women, 64% Caucasian, and 55% were married. In this study, we included all participants with valid data on the measures of interest at Time 1 (N ϭ 3,602) . Relative to the remaining 15 ACL participants, our subsample did not differ in age (M ϭ 54.03, SD ϭ 17.62 vs. M ϭ 58.14, SD ϭ 18.66), F(1, 3616) ϭ 0.76, or education (M ϭ 11.47, SD ϭ 3.47 vs. M ϭ 9.93, SD ϭ 4.41), F(1, 3616) ϭ 2.77, but included more women (63% vs. 37%), 2 (1, N ϭ 3,617) ϭ 4.29, p Ͻ .05.
Measures
Perceived control was assessed with six items from Pearlin and Schooler's (1978) Mastery Scale that represent feelings of mastery (e.g., "I can do just about anything I really set my mind to do"). Participants were asked to rate the extent to which they feel their life is under their control with a 4-point Likert scale ranging from 1 (strongly agree) to 4 (strongly disagree) (␣ ϭ .66). Negatively valenced items were reverse coded so that higher scores indicated greater feelings of control.
Health was assessed by self-reports of the number of health conditions with which participants were diagnosed during the past year or were currently experiencing out of a list of 10 health conditions: arthritis/rheumatism, lung disease, hypertension, heart attack and heart trouble, diabetes, cancer/malignant tumor, foot problems, stroke, fractures or broken bones, and loss of urine beyond one's control (see Shaw & Krause, 2001) . We used the sum of all health conditions reported and reverse coded the score, with higher scores indicating better health.
Covariates
To examine whether control-health associations were independent of, or possibly mediated by, a third variable, we included covariates in our models. Physical activity was measured with three items assessing how often participants work in the garden, engage in active sports, and take walks (Parslow, Jorm, Christensen, & Mackinnon, 2006) . Items were rated on a 4-point Likert scale ranging from 1 (often) to 4 (never) (␣ ϭ .46) and reverse coded, with higher scores indicating more physical activity. Memory was measured by serial threes, with participants being asked to subtract three from 20 and to stop when the answer was two or less (see also McArdle, Fisher, & Kadlec, 2007) . Our sum score was based on the number of correct responses. Emotional support was measured with six items assessing the degree of support participants receive from children, their spouse, and friends or relatives (see Fiori, Antonucci, & Cortina, 2006) . Items were rated on a 5-point Likert scale ranging from 1 (not at all) to 5 (a great deal) (␣ ϭ .64), with higher scores indexing greater support. Depressive symptoms were measured with 11 items from the Center for Epidemiologic Studies-Depression Scale (CES-D; Radloff, 1977; see Umberson, Chen, House, Hopkins, & Slaten, 1996) . Participants rated how often they had experienced each feeling during the previous week using a 3-point Likert scale ranging from 1 (hardly ever) to 3 (most of the time) (␣ ϭ .83). Positively valenced items were reverse coded, with higher scores indicating more depressive symptoms.
Data Preparation
To ensure a common metric, we standardized perceived control and health to the T metric (M ϭ 50, SD ϭ 10) with the Time 1 ACL sample (N ϭ 3,602) serving as the reference. We did not want to exclude any of the participants and thus divided the sample into two age groups on the basis of their chronological age at Time 1, midlife (25-64 years of age, n ϭ 2,364), and old age (65ϩ years of age, n ϭ 1,238). However, substantively identical findings were obtained when we conducted follow-up analyses with the midlife age group consisting of individuals 40 -64 years of age (n ϭ 1,319). The descriptive statistics in Table 1 show that mean scores for perceived control remain relatively stable for both age groups, whereas health declines on average across waves. Table 1 also indicates that participants in the midlife group were, on average, in their early 40s at Time 1 and approached old age by Time 4, whereas the participants in the old-age group were in their mid-70s and reached very old age over time.
To quantify longitudinal attrition, we calculated mean longitudinal selectivity for each age group with an effect-size metric indicating the degree to which participants who provided data over 15.5 years differed from the sample at Time 1 (Lindenberger, Singer, & Baltes, 2002) . For midlife, total selectivity amounted to 0.06 SD for perceived control, 0.14 SD for health, -0.08 SD for age, and 0.18 SD for education, suggesting that selectivity effects were small. For old age, total selectivity amounted to 0.25 SD for perceived control, 0.36 SD for health, -0.53 SD for age, and 0.34 SD for education, suggesting that selectivity effects were relatively larger, with more control, better health, younger age, and more education at Time 1 relating to higher participation rates. We note that our models give implicitly more weight to information obtained from those positively selected individuals who provided the most change information.
Statistical Procedures
To examine our research questions, we used a bivariate dual change score model, which is shown in Figure 1 . Manifest variables are represented by squares, latent variables by circles, fixed model parameters as one-headed arrows, and random parameters as two-headed arrows; the triangle is used to allow the inclusion of means and intercepts (McArdle & Hamagami, 2001) . Unlabeled paths are fixed to 1. The separately estimated error terms (e x , e y ) are assumed to be normally distributed, with a mean of zero and a time-invariant variance, and are assumed to be uncorrelated with all other components except with the error term of the other variable (ex,ey). The observed variables at Time 1, Time 2, Time 4, and Time 7 represent the assessments of control and health. Following usual practice (Gerstorf, Lövdén, Röcke, Smith, & Lindenberger, 2007; McArdle, 2001) , we accommodated the unbalanced design by adding unmeasured node variables for occasions on which a given variable was not assessed, as was the case for the ACL study: Time 2 took place an average of 2.5 years after baseline (Time 1); Time 3, an average of 7.5 years after baseline; and Time 4, an average of 15.5 years after baseline, respectively. This procedure simplified the estimation and interpretation of model parameters and guaranteed an equal-interval, time-invariant scaling of approximately 2.5 years between occasions. The intercept and slope factors account for the time series information of both variables, are estimated at the population level, and are allowed to vary and covary.
Of particular interest are the latent difference scores, ⌬x(t) and ⌬y(t), which represent the reliable change score between adjacent waves. These difference scores are affected by three sets of influence: (a) the linear component of change within a given variable, (b) the autoproportion parameter ␤ indicating the effect that level of functioning on one variable at t Ϫ 1 has on subsequent change at t of this variable, and (c) the intervariable cross-lagged coupling parameter ␥ representing the effect of the other variable at t Ϫ 1 on subsequent change in the focus variable at t. Both ␤s and ␥s are assumed to be time invariant. Our major focus was the intervariable coupling parameters ␥ that allowed for direct empirical testing of substantive hypotheses regarding dynamic links between perceived control and health. Specifically, we used an age-group bivariate dual change score model that simultaneously estimated separate models for individuals in midlife and old age and allowed assessment of potential differences in parameter estimates across age groups. Analyses were conducted with Mplus (Muthén & Muthén, 1998 . We applied full information maximum likelihood estimation to all data points available, which allowed treating incomplete data as missing at random (Little & Rubin, 1987) and adjusting for unbalanced data structures (Singer, 1998) . 1 1 In total, this bivariate dual change score model estimated 21 parameters, namely, two times (one per age group) seven parameters within each of the two time series (means and variances for intercepts and slopes, one time-invariant residual, the auto-proportion parameter, and the intercorrelation between intercept and slope) plus four cross-variable intercorrelations, one covariance of time-invariant residuals between the time series, and two dynamics parameters between the time series. In the models including all covariates, a total of 72 parameters were estimated. , and x S and y S (i.e., an individual's linear 2.5-year change scores) represent the slope factors that are supposed to account for the time series information of both variables x and y; intercepts and slopes are estimated at the population level ( x0 , xS ; y0 , yS ), and they are allowed to vary ( xO 2 , xS 2 ; yO 2 , yS 2 ) and to covary ( x0,xS , y0,yS , x0,y0 , xS,yS , x0,xS , y0,xS ). The residual terms (e x , e y ) are assumed to be normally distributed with a mean of zero and a time-invariant variance and are allowed to covary between perceived control and health within time but not across time ( ex,ey ). ⌬x(t) and ⌬y(t) represent the change scores defined as the unit-weighted sum of the linear component of change within a given variable; the autoproportion parameter ␤ x (or ␤ y ) that denotes the effect of variable x (or y) between times t -1 and t; and the intervariable cross-lagged parameter ␥ xy (or ␥ yx ) that represents the effect of variable x (or y) at time t -1 on subsequent change in the other variable y (or x) between times t -1 and t.
Results
Dynamic Links of Perceived Control and Health in Midlife and Old Age
The top portion of Table 2 presents results from a series of age-group bivariate dual change score models at the zero-order level. A model freely estimating both coupling parameters in each age group (full coupling) provided reasonably good fit to our data (e.g., comparative fit index larger than 0.95). This model was the least parsimonious one estimated and thus served as a reference for testing several constrained versions of this model. Next, models that constrained the two coupling parameters to zero (no coupling) or to be invariant (equal couplings) both resulted in significant losses in the chi-square goodness of fit, suggesting that lead-lag associations between perceived control and health indeed exist and are of unequal size. To examine the directionality of associations, we next estimated unidirectional models that fixed either of the two coupling parameters to zero. Specifically, not allowing for health to predict changes in perceived control (Coupling␥ Health 3 Perceived control ϭ 0) was associated with a negligible loss in fit, whereas not allowing for perceived control to predict changes in health (Coupling␥ Perceived control 3 Health ϭ 0) resulted in a significant and substantial loss in model fit. These nested model comparisons suggest that levels of perceived control predict subsequent changes in health, whereas there was no evidence for effects in the other direction.
To examine whether lead-lag associations differed between midlife and old age, we present parameter estimates separately for the two age groups in Table 3 . Of interest are the four dynamics parameters, of which only ␥ Perceived control 3 Health ϭ 0.58, SE ϭ 0.25, p Ͻ .05, for old age was reliably different from zero. To corroborate the statistical significance of the parameter differences, we tested a series of nested models that hierarchically set the variance, covariance, couplings, and means to be invariant across age groups. As shown in Table 4 , setting each of these parameter sets to be invariant across midlife and old age revealed significant losses in model fit. Most importantly, setting the coupling parameters to be invariant resulted in a significant loss in model fit, ⌬ 2 (2) ϭ 19.31, p Ͻ .05, corroborating that dynamics differ between midlife and old age. We conclude that levels of perceived control predict subsequent health changes in old age, but not in midlife, and no evidence was found that health predicted changes in perceived control.
To better understand the differential magnitude and effects of the coupling parameters over time, we first graphed the modelimplied means for the full coupling model in Figure 2 , which indicated that both age groups remained relatively stable on perceived control, whereas health declined over time. 2 We then determined the differential coupling effects using a hypothetical scenario in which we varied the initial sample means for one variable by half a standard deviation while keeping the initial sample means for the other variable constant. Figure 3B indicates that participants in old age with higher initial control showed shallower health declines over time, whereas those with lower initial control showed steeper health declines. Conversely, model-implied changes in control by altered initial health resulted in minimally different change trajectories. Similarly, Figure 3A demonstrates the lack of couplings in midlife by showing that altering initial levels of either control or health did not result in major differences of change trajectories of the other variable.
The Role of Sociodemographic and Psychosocial Factors
In a final set of analyses, we tested whether education, gender, physical activity, memory, support, and depressive symptoms, implemented into our models as time-invariant covariates at Time 1, account for dynamic perceived control-health links. In these models, the coupling parameters and all other parameters are statistically adjusted for differences in these covariates.
Controlling for the covariates substantially altered the dynamic structure reported above. More specifically, the bottom portion of Table 2 indicates a substantively different pattern. Compared with the full coupling model, the various constrained versions of this model do not significantly differ, suggesting that lead-lag associations between perceived control and health can be accounted for by sociodemographics and psychosocial factors. Including the covariates attenuated the predictive effect of perceived control for health changes in old age, ␥ Perceived control 3 Health ϭ -0.27, SE ϭ 0.32, p Ͼ .05. In follow-up analyses, we targeted each covariate in separate models. Results indicated that the complete attenuation of control-health couplings was primarily driven by education, physical activity, and depressive symptoms, whereas gender, memory, and support did not alter the dynamics parameters. Taken together, our results suggest that dynamic control-health links may be mediated by education, physical activity, and depressive symptoms.
Discussion
Our objective was to examine whether perceived control and health are dynamically linked in midlife and old age. Applying an age-group bivariate dual change score model to longitudinal ACL data revealed that perceived control predicts health changes in old age but not in midlife. No evidence was found for health predicting ensuing changes in perceived control. We substantiated these age-differential findings in nested-model comparisons. Notably, models covarying for sociodemographic and psychosocial factors completely attenuated the controlhealth dynamics, suggesting that these variables play an important role in perceived control-health relations. Our discussion focuses on the importance of perceived control for healthy living in old age and the differential implications of control for health in midlife and old age.
2 Model-implied means are produced by the formulas
, which calculate the implied mean longitudinal trajectories from the bivariate dual change score model reported in Table 3 . Results from the model are translated into change equations that represent change over 2.5 years on a given variable as a function of itself and all other components in the model. More details can be found in Ferrer and McArdle (2004) and Lövdén, Ghisletta, and Lindenberger (2005) .
Perceived Control and Health Are Dynamically Interrelated in Old Age
Our predictive effects of perceived control for changes in health in old age replicate and extend previous reports from longitudinal studies of older adults that perceived control serves as both a protective factor and a risk factor for health (Caplan & Schooler, 2003; Gerstorf et al., in press; Kempen, van Sonderen, & Ormel, 1999; Mendes de Leon et al., 1996) . Our results support and illustrate the role of perceived control for health and successful aging in old age. As a conceptual contribution, our age-differential results suggest that the implications of control for health may be different at various phases of life. In young adulthood and midlife, perceived control may serve more distal functions by operating on mechanisms such as health behaviors and social support, whose effects take longer to accumulate over time. For example, there is empirical evidence to suggest that greater locus of control in childhood predicts outcomes at 30 years of age of not smoking, regular exercise, and a lower risk for obesity (Gale, Batty, & Deary, 2008) . Additionally, prospective studies reported that controlrelated constructs, such as mature defenses and explanatory style in young adulthood, predict later health behaviors and social relationships, which profoundly impact physical health in old age (Friedman et al., 1995; Vaillant & Mukamal, 2001 ). Conversely, in old age, such effects often have accumulated over a long period of time and may exert their effects more proximally. For example, the experience of irreversible health declines may substantially undermine one's sense of control (Rodin, 1986) . A lower sense of control can then be expected to have more immediate and detrimental effects on health outcomes such as chronic disease, disability, and mortality (Braungart Fauth, Zarit, Malmberg, & Johansson, 2007; Krause & Shaw, 2000; Penninx et al., 1997) .
As a methodological contribution, our study made use of an advanced modeling technique that allowed direct testing of competing substantive hypotheses regarding associations between perceived control and health in midlife and old age. However, we acknowledge that these results are contingent on several strict statistical assumptions, including data missing at random and ergodocity. For example, so that model identification could occur, the dynamic couplings were allowed to differ between age groups but were assumed to be invariant across individuals within age groups. We also recognize that crossdomain interrelations are certainly not adequately depicted with a bivariate system. It is thus pivotal for future studies to replicate and extend our initial results.
The Role of Sociodemographic and Psychosocial Factors
Including sociodemographic and psychosocial factors in our models of control-health associations substantively altered the dynamics reported. This pattern is partially consistent with reports documenting that sociodemographic and psychosocial variables, such as education, health behaviors, and emotionality, may act as mechanisms underlying control-health associations (Mendes de Leon et al., 1996; T. E. Seeman et al., 1999) . First, fewer years of education are often associated with fewer opportunities to influence the events that affect one's life, and being confronted with more constraints in achieving goals and solving problems (Lachman & Weaver, 1998; Ross & Mirowsky, 2002) . Second, individuals with greater perceived control may be more inclined to pursue health-promoting behaviors. For example, reports suggest that more control is associated with not smoking, pursuing regular exercise, eating a healthy diet, and reporting fewer acute and chronic health symptoms (Lachman & Firth, 2004) . Third, facets of control are predictive of negative emotionality, including anxiety and depression. For example, more control may allow individuals to better regulate their affective and physiological states, which can promote well-being (Lachman & Firth, 2004; Lang & Heckhausen, 2001) . Future studies are warranted to examine these and other possible mechanisms (in earlier phases of adult life) in more detail.
Limitations and Outlook
We acknowledge several limitations of our study. First, we focused on only one aspect of the multidimensional constructs of Note. Midlife sample (25-64 years): n ϭ 2,364; old age sample (65ϩ years): n ϭ 1,238. Baseline model estimates a model that allows for group differences in all model parameters. Variance invariance, covariance invariance, coupling invariance, and mean invariance models constrain the variances in the intercepts and slopes, the random covariances, coupling parameters (i.e., gammas), and the intercepts and slopes (betas set invariant in mean invariance model) to be equal across groups, respectively. CFI ϭ comparative fit index; RMSEA ϭ root-mean-square error of approximation. ‫ء‬ p Ͻ .05.
control and health. Different cross-domain relations may emerge when using measures of domain-specific control (rather than generalized control; Krause & Shaw, 2000) or indices of physical functioning and subjective health (rather than health conditions; Steinhagen-Thiessen & Borchelt, 1999) . Second, the observation period spanning 15.5 years led to considerable attrition of older adults over time and involved few measurement occasions spread widely apart. These factors may have limited our ability to adequately capture how change processes unfold over time and how people differ in this regard. As a third limitation, we note the larger residual variance in control relative to the health measure, which may have compromised our statistical power to detect leading effects of health for control.
In closing, a number of studies have shown perceived control to be protective of health in midlife and old age (Caplan & Schooler, 2003; Gerstorf et al., in press; Lachman & Weaver, 1998) . Our study has shed some light on the nature of perceived controlhealth associations in midlife and old age and the variables underlying such relationships. Our findings illustrate the importance of maintaining a strong sense of control despite age-related changes and demonstrate that control is an important indicator of health and successful aging in old age. We also advocate the idea that control may have differential implications for health in midlife and old age. Our study thus provides further impetus to thoroughly examine processes involved in antecedent-consequent relations of perceived control and health. 
Midlife
Perceived control Health Figure 3 . Graphical illustration of the differential magnitude of the coupling parameters and their effects over time for midlife and old age. Model-implied sample means from the bivariate dual change score model (full coupling) for the hypothetical case that the initial sample means for one variable were varied by half a standard deviation (i.e., five T-score units), whereas the initial sample means for the other variable were kept constant. Panel B indicates for this hypothetical scenario that participants in old age with higher initial perceived control showed shallower health declines over time (solid lines), whereas those with lower initial perceived control showed steeper health declines. Conversely, model-implied changes in perceived control as a function of different initial health resulted in minimal differences in perceived control changes (dashed lines). Similarly, Panel A demonstrates the lack of couplings in midlife by showing that altering initial levels of either perceived control or health did not result in major differences of change trajectories of the other variable.
